Objective The study aimed to assess the psychometric properties of a partly adapted, German version of the Weight Bias Internalization Scale (WBIS-Y) in a sample of treatment-seeking adolescents with overweight. Methods A survey (N ¼ 191), including measures of weight bias internalization (WBI), self-esteem, self-efficacy, health-related quality of life, and body-related locus of control, was followed by semistructured interviews (N ¼ 10). Cronbach's a, correlation, and factor analyses were performed. Interview data were subjected to inductive content analysis. Results The WBIS-Y displayed good reliability and construct validity. WBI correlated negatively with selfesteem, self-efficacy, and health-related quality of life, and positively with body mass index and external body-related locus of control. Interviewees found the scale to be comprehensive, linguistically accessible, and acceptable despite its sensitive nature. Conclusions The WBIS-Y is recommended for use both in research with adolescents and as a guide for mitigating the negative consequences of weight stigmatization in the treatment of pediatric obesity.
Introduction
Apart from an increased risk for developing somatic comorbidities, youth with overweight also display higher rates of anxiety and depression, poorer healthrelated quality of life (HRQoL), and lower self-esteem when compared with their leaner peers (RussellMayhew, McVey, Bardick, & Ireland, 2012) . Moreover, youth with overweight are exposed to stigmatizing attitudes and behavior at school, as well as in family and health-care settings (Puhl, Peterson, & Luedicke, 2013; Rees, Caird, Dickson, Vigurs, & Thomas, 2013) . Current evidence suggests that exposure to such generalized weight bias not only negatively impacts on young people's psychosocial wellbeing but can also contribute to the maintenance of their overweight status and reduce their willingness to use health-care services (Nelson, Jensen, & Steele, 2010; Puhl & Heuer, 2010; Rees et al., 2013) . When young people do opt for obesity treatment, they tend to report higher psychosocial distress compared with children and adolescents with overweight in the community (Buttitta, Iliescu, Rousseau, & Guerrien, 2014; Flodmark, 2005) . Accordingly, addressing psychosocial issues first was suggested to improve the outcome of obesity treatment (Yackobovitch-Gavan, Nagelberg, Demol, Phillip, & Shalitin, 2008) .
Experiencing weight stigmatization can also result in the uptake of detrimental coping strategies such as agreeing with and acting according to negative overweight stereotypes, as well as attributing one's problems and failures to one's weight status (Joanisse & Synnott, 1999; Puhl & Brownell, 2003) . Such weight bias internalization (WBI) has been shown to further increase the risk of psychopathology, not only among adults (Durso, Latner, & Hayashi, 2012; Schvey & White, 2015) but also among adolescents with overweight (Roberto et al., 2011) . Furthermore, negative associations between internalized weight bias and physical health impairments have been documented in recent research with adults (Latner, Barile, Durso, & O'Brien, 2014; Pearl, White, & Grilo, 2014b) .
The evaluation of the negative consequences of WBI has been recently gaining momentum and was promoted by the development of the Weight Bias Internalization Scale (WBIS) by Durso and Latner (2008) , which has been used in its original or in an adapted form in most subsequent studies. The original scale was designed for use with adults and consists of 11 items assessing agreement with specific negative stereotypes among individuals with overweight (e.g., "I am less attractive than most other people because of my weight") on a 7-point Likert scale. Summary scores can be computed by averaging across scale items and can range between 1 and 7, with higher scores indicating higher WBI.
The original, 11-item scale displayed good to excellent psychometric properties in samples including both adults and adolescents, its internal consistency ranging between 0.76 and 0.90 (Durso & Latner, 2008; Durso, Latner, White, et al., 2012; Hilbert, Baldofski, et al., 2014; Lent et al., 2014; Pearl, White, & Grilo, 2014a; Schvey & White, 2015) . However, to date, only three studies included participants <18 years old Hilbert, Braehler, Haeuser, & Zenger, 2014; Roberto et al., 2011) , of which two did not present adolescent-specific data. The only study using an exclusively adolescent sample of bariatric surgery patients with severe obesity found that higher WBI was associated with poorer HRQoL and higher levels of anxiety, depression, social and behavioral problems, as well as weight, shape, and eating concerns in this population (Roberto et al., 2011) . Further studies on WBI in clinical samples including adolescents with a lower degree of overweight are lacking.
Because research and clinical practice with young people requires specific assessment instruments considering their literacy and psychological development level, the present study aimed at exploring whether a translated and partly adapted version of the WBIS can be used as a valid and reliable measure of WBI among German adolescents seeking obesity treatment. Exploring WBI in clinical samples is deemed necessary, as treatment-seeking adolescents are assumed to fare worse than their peers in the community with regard to WBI, as is also the case for HRQoL (Buttitta et al., 2014; Flodmark, 2005) . In turn, this might have a negative impact on their treatment outcomes. Hence, as opposed to a parallel study aiming to validate a generic German version of the WBIS for use with individuals aged 14-89 years , in our study we adapted the WBIS for use with adolescents (Weight Bias Internalization Scale for Youth-WBIS-Y) and used an exclusively adolescent, clinical sample, as well as standardized height and weight measurements. Although Roberto et al. (2011) excluded the first WBIS item ("As an overweight person, I feel that I am just as competent as anyone.") owing to its poor psychometric properties, given the different characteristics of our sample (i.e., German adolescents seeking cognitivebehavioral therapy and clinical management of obesityrelated comorbidities, most of whom were not eligible for bariatric surgery), the original, 11-item WBIS (Durso & Latner, 2008) was translated into German by the first author, as no German translation was available at the time of the data collection.
Within a mixed-method study design, quantitative survey data were initially used to explore the internal consistency, construct, and predictive validity of the WBIS-Y. Given the sensitive nature of WBI and the lack of literature on the impact of WBI assessments on adolescents, qualitative data were then collected to explore the accessibility and acceptability of the translated scale in the emotionally vulnerable population of treatmentseeking adolescents with overweight and obesity. Study participants were asked to fill out the WBIS-Y in both the quantitative and the qualitative study components, which also provided insight into the stability of the WBIS-Y scores over time. We hypothesized that:
1. The WBIS-Y has an adequate internal consistency !0.7 and WBIS-Y scores are stable over time (reliability). 2. WBIS-Y items reflect a single latent construct (construct validity). 3. As suggested by previous research with adults and adolescents Mrazek, 1989; Roberto et al., 2011) , high WBIS-Y scores predict lower self-esteem, lower self-efficacy, lower HRQoL, and higher internal locus of control (LoC) (predictive validity).
Methods

Study Design
The validation of the WBIS-Y was embedded into a mixed-method study consisting of the sequential implementation of (a) a cross-sectional survey (N ¼ 191), and (b) qualitative, semi-structured interviews (N ¼ 10), whose primary aim was to explore the extent to which treatment-seeking adolescents with overweight and obesity experience and internalize weight stigma. In addition to the quantitative survey data, sociodemographic and weight information was obtained from participants' patient files. 
Procedures
Before conducting the survey, the WBIS was translated and adapted for use with German adolescents. A nearly literal translation was possible for all but four items, for which a modified, yet semantically equivalent translation was preferred. Item 8 was modified to a greater extent to make the concept of a "fulfilled social life" easier to grasp for adolescents as young as 13 years old. Accordingly, Items 3, 7, 8, and 10 were phrased as follows (as opposed to the original phrasing in brackets): Subsequently, fellow public health researchers and a health-care professional working in the study setting were consulted with regard to the consistency and comprehensibility of the translated scale for the target group. After adapting the initial translation to address the phrasing recommendations of the consulted health professionals, the WBIS-Y was back-translated into English by a native speaker of both German and English. The back-translated WBIS-Y was then compared with the original WBIS by a native Englishspeaking public health professional, who could confirm the relative meaning equivalence of the scale items. Next, the survey instrument including the translated WBIS-Y was pretested with two members of the target population who were recruited from participants in a different study conducted in the study setting and provided verbal consent to this procedure. In a brief, unstandardized interview, pretest participants did not report any difficulties filling out the questionnaire.
After the translation and adaptation of the WBIS was finalized, adolescents who met the inclusion criteria and their parents were mailed written information on the study design, aims, and all study procedures 1-2 weeks before their scheduled appointment, to give them sufficient time to consider their participation. Consenting adolescents then filled out the survey at the clinic before or after their appointment. All survey participants received a e5 bookstore voucher on completing the self-administered questionnaire.
Measures
Apart from the WBIS-Y, age-group-specific psychometric scales were used in the survey to assess adolescents' self-esteem, body-related LoC, self-efficacy, as well as their generic and obesity-specific HRQoL. Measures described below had been validated for use with German adolescents and were only assessed during the survey.
Self-esteem was assessed with a German version of the Rosenberg Self-Esteem Scale (RSE; von Collani & Yorck Herzberg, 2003) , a widely used instrument whose good psychometric properties could also be established in a German adolescent sample (Dittmann, Wehmeier, Schacht, Lehmann, & Lehmkuhl, 2009 ). Its 10 items can be rated on a 4-point Likert scale from strong disagreement to strong agreement. A summary score can be computed by summing up individual item ratings, with higher scores indicating higher self-esteem. The RSE displayed good internal consistency in the study sample (Cronbach's a 5 .84).
The body-related LoC scale (KLC) (Mrazek, 1989 ) includes 18 items grouped in two main subscales (internal and external LoC, that is, beliefs in personal vs. external control over body-related aspects, respectively), which are further subdivided into three subscales assessing attributions related to physical appearance, health, and physical performance, respectively. The general, impersonally phrased items (e.g., "Everyone is responsible for their appearance."; "Good health is mostly due to chance.") can be rated on a 5-point Likert scale ranging from disagreement to strong agreement. Summary scores for each subscale are computed by summing up respondents' ratings on all specific items, with higher scores indicating a higher tendency toward scale-specific attributions. Acceptable to good internal consistency was observed for the internal and external KLC subscales both in previous studies (Albani et al., 2007) and in the present study (Cronbach's a levels of .72 and .74 for the internal and external KLC subscales, respectively).
The general self-efficacy scale (Schwarzer & Jerusalem, 1999) was also included in the study questionnaire. The scale is suitable for use with adolescents as young as 12 years and comprises 10 items (e.g., "I can solve most problems if I invest the necessary effort."), which can be rated on a 4-point Likert scale. A mean summary score was calculated (Schwarzer, 2011) and transformed on a scale from 0 to 100, with higher scores indicating higher self-efficacy. The good scale internal consistency described in previous research (Luszczynska, Gutiérrez-Dona, & Schwarzer, 2005) could also be observed in the present study (Cronbach's a ¼ .85).
Adolescents' generic HRQoL was assessed using the KIDSCREEN-10 Index, a summary measure of children and adolescents' well-being, which has been validated both at a European and at a national level (The KIDSCREEN Group Europe, 2006) . Items refer to the week preceding the assessment and can be rated on a 5-point Likert scale ranging from "never" to "always" (e.g., "Have you felt sad?") or from "not at all" to "a lot" (e.g., "Have you felt fit and well?"). Ratings can be summed up to summary scores, which are then assigned specific Rasch person parameters based on a standardized scoring procedure; resulting values are then transformed on a standard distribution with mean (standard deviation, SD) ¼ 50 (10), with higher scores indicating higher HRQoL (The KIDSCREEN Group Europe, 2006). Recent research (RavensSieberer et al., 2010) as well as data from the present study confirmed the good internal consistency of the KIDSCREEN-10 Index (Cronbach's a ¼ .81).
Obesity-specific HRQoL was assessed using the KINDL R -Obesity module, a scale comprising 15 statements related to the week before the assessment (e.g., "I was sad and depressed because of my weight"), which respondents are asked to rate on a 5-point Likert scale from "never" to "always." A mean summary score of individual item ratings can be computed and transformed on a scale from 0 to 100, with higher scores indicating higher HRQoL (RavensSieberer & Bullinger, 2000) . Good internal consistency for the KINDL R -Obesity module could be observed both in previous studies (Wille et al., 2010) and in the present research (Cronbach's a ¼ .86).
Participants' socioeconomic status (SES) was assessed using the German version of the Family Affluence Scale-II, which has been validated and used in the World Health Organization Health Behaviour in School-aged Children (HBSC) survey (Currie, Molcho, et al., 2008) . Participants' answers to the four nominally or ordinally scaled items on family car and computer ownership, holiday frequency, and bedroom occupancy were summed up to yield a summary family affluence score as suggested in the research protocol of the 2005/2006 HBSC study (score range: 0-7, affluence categories: low: 0-3; middle: 4-5; high: 6-7) (Currie, Gabhainn, et al., 2008) .
Information on participants' age, gender, ethnicity, and weight status was obtained from their patient records with the aid of their attending physicians. Adolescents' weight status was assessed with the aid of their BMI-SDS, which indicates the number of SDs an individual BMI (weight/height 2 ) is higher or lower than the age-and gender-specific BMI median value. BMI-SDS was calculated using the Cole method (Cole & Green, 1992) , and weight status (overweight: BMI-SDS < 2, obese: 2 BMI-SDS < 2.5, or severely obese: BMI-SDS ! 2.5) was established based on German BMI reference data (Kromeyer-Hauschild et al., 2001) .
Planned Analyses
The first author conducted all the quantitative data analyses using IBM SPSS Statistics and AMOS version 24. Statistical significance was assessed at a .05. An initial descriptive analysis (frequency distributions for discrete variables, mean values, and associated SDs for continuous variables) was performed for the main sociodemographic and psychosocial sample characteristics. The distribution of the WBIS-Y data was tested for normality using the Shapiro-Wilk test. Independent samples one-way analyses of variance (ANOVAs) were then used to assess differences in WBI levels between groups defined by age, gender, ethnicity, weight status, and SES. Chi-square tests were used to compare participants with nonparticipants regarding their age and gender.
The reliability of the WBIS-Y was assessed through an internal consistency analysis based on Cronbach's a coefficient. As an estimate of score stability over time, a Pearson correlation coefficient was computed between interviewees' WBIS-Y scores, as they filled out the scale both during the survey and during the interview.
Because the WBIS was translated and some items were modified to improve comprehensibility in the target group, the scale structure and implicitly its construct validity were explored with a principal component factor analysis using oblique rotation (similar to Roberto et al., 2011) . Factors were extracted at eigenvalues ! 1 and factor loadings ! 0.50 were deemed adequate. Scree plot inspection was also used to establish the scale factor structure. In a second step, a maximum likelihood confirmatory factor analysis was performed to check whether the scale could represent a single construct. The goodness of fit of the one-factor solution was assessed using the associated v 2 test, Tucker-Lewis Index (TLI), Comparative Fit Index (CFI), and Root Mean Square Error of Approximation (RMSEA) based on conventional cutoff values (acceptable fit was assessed at TLI and CFI ! 0.90 and RMSEA 0.10) (Hu & Bentler, 1999) . Listwise exclusion of cases with missing values was performed for all factor analyses. Predictive validity was then assessed with the aid of correlation and partial correlation analyses (controlling for BMI-SDS) between the study participants' WBIS-Y and related psychosocial measures (self-esteem, self-efficacy, HRQoL, and body-related LoC).
Qualitative Data Collection and Analysis Participants Based on the WBIS-Y frequency distribution in the survey sample, interviewees were recruited by phone from the group of survey participants with extremely high (> 90th percentile: 5.39) and extremely low (< 10th percentile: 2.27) WBI scores. To ensure adequate sample heterogeneity (see Table I ), the adolescents' age, gender, and ethnicity were also considered in the selection process. Interviewees (N ¼ 10) included six adolescents with extremely high and four with extremely low WBI scores.
Procedures
Approximately 2 months after the survey data collection was completed, semistructured interviews were conducted by the first author for more detailed insight into participants' perception of general weight bias, personal stigmatization experiences, coping strategies, peer relationships, and body image. Seven interviews were conducted in a patient education room, two in a consultation room, and one adolescent was interviewed at home. As an incentive for participation, all interviewees received a e20 cinema voucher.
Measures
During the interviews, adolescents filled out the WBIS-Y a second time, after which they were asked about their opinion of the scale, the emotional impact Total N for weight status was different from 10 owing to missing data.
c Assessed based on BMI-SDS as overweight (BMI-SDS < 2), obese (2 BMI-SDS < 2.5), and severely obese (BMI-SDS ! 2.5).
d
Assessed based on the Family Affluence Scale-II as low (scores 0-3), middle (scores 4-5), and high (scores 6-7).
of filling it out, its comprehensibility and acceptability, as well as their suggestions for the further improvement of the WBIS-Y items.
Planned Analyses
The interview recordings were transcribed verbatim and analyzed by the first author using an inductive qualitative content analysis strategy (Mayring, 2000) . After reading the transcripts line by line, each unit of meaning (e.g., sentence or paragraph) was assigned an initial code. The main system of themes and codes was obtained after 40% of the interview material was coded. Further interviews could be coded along previously identified themes and new codes that were developed to capture novel information or nuances in the material could be integrated into the initially developed theme system. The resulting system of themes and subthemes along with the coded material was then subjected to peer review to ensure intersubject comprehensibility (reliability). Given its specific informational purpose, the cluster of questions addressing adolescents' opinion about the WBIS-Y represented an independent theme, which is described in the results section below. Interviewees' gender, age, and WBI level are presented for every quote used to illustrate the study findings.
Results
Roughly half (53%) of all eligible patients and their parents consented to participate in the survey (N ¼ 191). Participants did not differ from patients who did not participate in the study with regard to their age (v 2 ¼ 0.47, p ¼ .491) and gender (v 2 ¼ 0.06, p ¼ .803). Participants' mean (SD) age was 15.06 (1.49) (range: 13-19) years. The study sample was relatively balanced with regard to gender and ethnicity, with slightly more female (51.31%) and non-German (49.74%) participants. The majority of the study participants had severe obesity (49.74%), and an average SES (49.74%). A detailed overview of respondents' sociodemographic characteristics is presented in Table I .
Study participants' WBI scores covered nearly the entire spectrum of possible values (range: 1.18-7) and had a mean value (SD) of 3.78 (1.18). A nonsignificant Shapiro-Wilk test (p ¼ .238) indicated a normal distribution of WBI scores in the study sample. Participants' mean scores on all other measures assessed in the survey are shown in Table II .
Reliability
The WBIS-Y displayed an overall Cronbach's a level of .874 and item-total correlations ranged from 0.38 for Item 8 to 0.75 for Item 5. Because only the itemtotal correlation value of Item 8 was slightly below 0.40 (Durso & Latner, 2008; Roberto et al., 2011) and excluding Item 8 would not have modified the internal consistency of the scale (Cronbach's a without Item 8 ¼ .873), all items were retained for further analyses. A strong, positive, significant correlation was noted between interviewees' repeated WBIS-Y assessments, despite the small sample size (N ¼ 10, r ¼ 0.88, p ¼ .001). Hilbert, Baldofski et al. (2014) , which indicated moderate goodness of fit.
Construct Validity
When analyzing the two-factor solution, out of the items with higher loadings on the second factor, only the combination of Items 4 and 9 would have resulted in a potentially meaningful cluster illustrating (dis)satisfaction with personal weight, as opposed to self-stigmatization, illustrated by the other items. A further principal component factor analysis excluding Items 4 and 9 resulted in the extraction of a single factor explaining 49.13% of the total variance (Eigenvalue ¼ 4.42), on which all remaining items had loadings ! 0.50 (see Table III ). By removing Items 4 and 9, Cronbach's a for the WBIS-Y was only minimally reduced to 0.868 (as opposed to a ¼ .874 for the original 11-item scale). However, based on the analysis of the associated scree plot and considering their clinical relevance, Items 4 and 9 were retained and the one-factor solution was used for further analyses.
Predictive Validity A positive, yet relatively low correlation was observed between study participants' WBI scores and their BMI-SDS (r ¼ .20, p < .01). As previously hypothesized, higher WBI scores were significantly associated with lower self-esteem (r ¼ À.70), lower self-efficacy (r ¼ À.39), as well as lower generic and obesityspecific HRQoL (r ¼ À.50 and r ¼ À.77, respectively). However, WBI was not significantly associated with internal body-related LoC, but with external bodyrelated LoC (r ¼ .28). All correlations were significant at p < .001 and remained stable and significant after controlling for BMI-SDS (see Table II ).
Qualitative Validation
Following the inductive content analysis, interviewees' answers to WBIS-Y-related questions were grouped into three subthemes describing the accessibility, acceptability, and global evaluation of the scale. Most interviewees (7 of 10) described the WBIS-Y as being accessible, despite some comprehension difficulties related to the answer option "neither. . . nor. . ." and the double negation implied by a positive answer for Items 8 and 11. "Well, there is no difficulty about it. This can be easily read by a twelve-year-old child. It's not like it is an adult questionnaire, where I would think 'What kind of terms are that?' It is. . . they are completely normal words." (male, 13, low WBI)
The WBIS-Y was considered acceptable by six of ten participants, who suggested that filling out the scale did not have a negative emotional impact on them. However, other interviewees emphasized the personal and sensitive nature of the WBIS-Y, particularly Items 2, 5, 6, 8, and 9. Whereas certain participants had personally considered some of the issues addressed by the scale, two other adolescents referred to its items as not being questions they would think of asking themselves or which they did not answer on a daily basis. Item 6 ("I hate myself for being overweight") was considered particularly delicate, two participants pointing to its potential of causing respondents additional distress. Consequently, rephrasing the item to a milder version such as "I don't like myself for being overweight" was recommended. Half of the interviewees did not recommend making any changes to the scale.
"Um (.) good. There are nice questions among them, such as the last one (.) Um. . . those are for example questions that I ask myself sometimes." (female, 16, low WBI) "Well for m. . . well [the questions were] not [unpleasant] for me. I am very open about it. Well. . . but still but I don't answer. . . such questions every day." (male, 13, high WBI) "I actually think they are great. Only 9 and 6 I find a bit. . . Well I would definitely, maybe phrase 6 a little bit nicer. I think 'I don't like myself because I am overweight' or. . . [. . .] 'I am not happy with myself because I am overweight' would be better than 'I hate myself'. I don't like to hear that, if I know that I don't like myself." (male, 13, high WBI)
As an overall scale evaluation, four participants rated the items good, while two suggested the WBIS-Y was comprehensive and inclusive of all relevant aspects of the studied construct. One interviewee considered Item 9 to be superfluous, as all participants were accessing obesity treatment in the study setting, while another found Item 4 to be inadequate, as it implies rapid weight loss, which is not the goal of obesity treatment. Also, two interviewees with low WBI considered the scale irrelevant for themselves, yet potentially useful for identifying psychological distress among youth with overweight or obesity.
"Um. . . well I actually think they are pretty good. Well I wouldn't change anything about them because they um. . . actually cover everything that one could answer now." (female, 14, high WBI) "'I am happy with my weight'. I think that is also somehow a bit. . . this is a. . . it's a clinic for people who lose weight, that is, so no one who is happy with their weight comes here. Besides, I also find the question unnecessary. ' (male, 13, high WBI) " [. . .] if one has a problem with their overweight, then [the questions are] maybe helpful, but for me it's not that bad because I have friends and all and I don't get bullied and I would just like to change for myself because I think it's not that pretty." (female, 14, low WBI)
Discussion
The present study provided evidence for the validity and reliability of the WBIS-Y as an instrument for assessing the extent to which adolescents agree with negative stereotypes about overweight and wish to change their weight status. In this sense, the WBIS-Y structure illustrated by factor analyses corresponds to previous definitions (Joanisse & Synnott, 1999; Puhl & Brownell, 2003) , framing WBI as a multidimensional, yet singular construct with both latent, psychological and manifest, behavioral implications. Similar to our study, a two-factor solution had also been identified in previous studies (Durso & Latner, 2008; Roberto et al., 2011 ), yet the resulting scale structure was not further detailed, which prevented us from conducting a more specific confirmatory factor analysis. Our analyses suggest that Items 4 and 9 do not refer directly to self-stigmatization based on negative overweight stereotypes, but provide information on the extent to which individuals with overweight are satisfied with or wish to change their weight, as also indicated by study participants during the interviews.
Although excluding Items 4 and 9 could increase the homogeneity of the scale in assessing agreement with common overweight stereotypes, these two items have clinical implications, as they might provide insight into individuals' motivation for behavior change as part of obesity treatment. Also, previous research showed that body weight satisfaction or only moderate dissatisfaction was associated with better weight management outcomes among adolescents in the community (Loth, Watts, van den Berg, & NeumarkSztainer, 2015) and clinical pediatric samples (Dalton, Johnston, Foreyt, & Tyler, 2008; Johnston, Moreno, Regas, Tyler, & Foreyt, 2012) , whereas body dissatisfaction was generally associated with indicators of adolescent psychopathology (Chaiton et al., 2009; Xie et al., 2010) . Given the low amount of variance explained by a second factor consisting of only two items, using the one-factor solution is therefore recommended.
As opposed to Roberto et al. (2011) , Item 8 had the poorest psychometric properties in our study, which could have resulted from its modification in the attempt to improve its comprehensibility for the target population. Although Item 8 was retained owing to its clinical relevance, alternative phrasing options suitable for use with adolescents should be looked into for more valid assessments.
Regarding its predictive validity, WBIS-Y scores correlated significantly in the expected direction with all considered psychosocial indicators, except for internal body-related LoC. This might be owing to the fact that WBIS-Y items addressed respondents directly, whereas the items of the KLC were phrased in an impersonal and generic manner, which suggests that the two scales do not assess convergent constructs. However, WBI correlated positively with external body-related LoC, suggesting that adolescents with higher WBI tend to externalize control over their bodies. Whereas this might be used by young people as a self-protection mechanism, it can also make them less susceptible to act on behavior change recommendations and thus lower the success rate of obesity treatment.
Consistent with previous research with adult (Pearl & Puhl, 2014; Pearl et al., 2014a) and mixed samples , higher susceptibility to WBI among girls could be illustrated for the first time in an exclusively adolescent sample (see Table I ). This is not surprising though, considering that in most Western societies physical attractiveness equates with being thin for girls and being muscular for boys, which makes girls more prone to the negative mental health consequences of having overweight (Sweeting, 2008) .
Our study could also show that WBI not only negatively impacts individuals' overall well-being, selfesteem, and self-efficacy, as previously reported in the literature (Roberto et al., 2011; Hubner et al., 2014; Latner, Durso, & Mond, 2013; Latner et al., 2014; Pearl, Puhl, & Dovidio, 2015) , but also their obesity-specific well-being. Our results further indicated that the deleterious effects of internalizing weight bias on adolescents' well-being were stronger when considering obesity-specific instead of generic HRQoL measures (see Table II ).
Even if reporting bias cannot be fully excluded, participants' broad range of WBI scores showed that not all adolescents who sought obesity treatment internalized weight bias and were susceptible to its negative consequences. The mean WBI score among adolescents in our sample was relatively moderate, similar to that reported by Latner, Durso, and Mond (2013) for a clinical adult sample, yet lower than the average WBI score of adolescent bariatric patients (Roberto et al., 2011) . On the other hand, participants' mean WBI score was higher than values reported by for individuals with overweight and obesity aged 14-89 years in the general German population. This suggests that WBI levels are lower among individuals with overweight in the community compared with clinical samples, whereas the average WBI level in patients with overweight appears to increase with their degree of overweight and with the presence of further comorbidities such as eating disorders (Durso, Latner, White, et al., 2012; Hubner et al., 2014; Lent et al., 2014; Pearl et al., 2014b) .
Based on the mixed-method study design, our results also provided insight into how the WBIS-Y was perceived by young people with overweight, as no qualitative information on the accessibility and acceptability of the WBIS was previously available. Although most study participants considered the scale comprehensible, acceptable, and comprehensive, more research is needed to explore the impact that filling out the scale has on respondents, more precisely, whether being confronted with the negatively phrased scale items leads to a further increase in respondents' psychological discomfort. The development of alternative, positively phrased items aimed at capturing resilience potential among individuals with overweight, despite their being exposed to negative stereotypes, should be looked into.
Overall, the WBIS-Y had good psychometric properties and was well accepted and easily understood by adolescents aged 13-19 years. Despite its limitations, we therefore recommend using the WBIS-Y in adolescent populations, until further optimized instruments are available. The WBIS-Y could be used in clinical settings, in which adolescents could benefit from targeted support from health-care professionals, as well as for research purposes and public health intervention development. However, WBIS-Y users should be aware of its potentially negative impact on adolescents' emotional well-being.
Similar to Roberto et al. (2011) , our study has the advantage that it was conducted on a sample of young people whose weight status had been clinically ascertained, based on standardized height and weight measurements. Thus, the potential bias of using selfreported height and weight data could be circumvented. However, despite limiting measurement bias, the use of a clinical sample fostered a selection bias, as it can be assumed that there were systematical differences between adolescents attending obesity treatment and youth with overweight in the community with regard to characteristics which were relevant for the study topic (e.g., weight satisfaction and peer relationships). Given the nonprobabilistic nature of the study sample, participants might also have differed from nonparticipants in terms of characteristics other than age and gender. However, no further comparisons were possible in this respect, as relevant data (e.g., weight status, ethnicity, and SES) were not available during the recruitment process and could not be used without prior participant consent.
Limitations of the retest reliability assessment include the cross-sectional design of the quantitative study component and the small sample size used for qualitative interviews. However, post hoc power calculations (based on Hulley, Cummings, Browner, Grady, & Newman, 2007) indicated that 10 participants included in the interviews allowed us to estimate the correlation coefficient of r ¼ .88 at error levels of a ¼ .05 and b ¼ .05 (statistical power of 95%). Thus, the repeated WBI assessment among interviewees let us gain preliminary information on the long-term stability of WBIS-Y scores. Because we only included participants with extremely high and extremely low WBIS-Y scores, which limited the generalizability of our findings, further longitudinal studies using larger samples and covering longer periods are needed for a conclusive assessment of score stability.
A further limitation was that the interviews did not focus exclusively on the validation of the WBIS-Y. Interviews were conducted after collecting quantitative data, as selected survey results were necessary for interviewee selection and for the in-depth exploration of adolescents' stigmatization experiences, which was the overall study aim. However, this prevented the integration of adolescents' feedback into the adapted scale and a subsequent assessment of its psychometric properties.
In summary, our results confirm and extend the findings of previous studies, yet they also point to the need for further research on WBI among young people. Accordingly, more research should be dedicated to improving the specificity of the WBIS for use with adolescents and to the further development of ageappropriate scales for the assessment of internalized weight bias. Further studies should also explore potential interventions for preventing or reducing WBI among children and adolescents.
